Compassion is a word that conveys a sense of action taking place in response to suffering or distress. Over recent years we have seen considerable international debate surrounding compassion within healthcare practice. However, the topic of compassion has been little discussed in terms of the production of health services research. This paper seeks to address this gap by raising compassion within health services research as an area warranting consideration by those planning, managing and conducting such work. It considers compassion towards study participants when recruiting, collecting and analysing data, and also in relation to researchers involved in day to day activities associated with executing a project. Research leaders play a role in ensuring that compassion is not overlooked for those who provide or collect and interpret data. Furthermore, self-compassion could be fostered among researchers to buffer against the everyday activities of their job that have the potential to cause anxiety and distress.
Background
As a concept, compassion involves noticing and tolerating of distress or suffering and then acting to alleviate or prevent this [1] . From an evolutionary perspective, compassion has been related to human advancement in terms of being able to image, anticipate and cogitate [1] . This is said to have facilitated nurturing and caregiving; as humans became able to appreciate how others might be feeling and why, it motivated them to notice and try to alleviate or prevent distress or discomfort [1] . This evolved ability to connect with others has been associated with reproduction and survival of offspring [2] . In that sense, compassion emphasises the interactive nature of being, and the interdependence and vulnerability of humans. Alongside being able to respond to the needs of others, it is argued that humans also evolved the capacity to show compassion to the self [3] . This notion of self-compassion has been segmented into three main components -self-kindness, common humanity, and mindfulness [4] . It entails accepting one's suffering as part of the broader human condition, adopting a non-judgmental stance, and using self-kindness as a means of healing [5] .
An arena where humans interact on a regular basis is the workplace. Consequently, researchers have explored compassion within organisations, where it is denoted as a process of observing, appraising, feeling and acting [6] , or attending, understanding, empathising and helping [7] . Compassion in the workplace has been defined as transformative [8] , having a positive impact on people's commitment to their job [9] and how they view their colleagues, as well as helping individuals to deal with their own setbacks and sorrow [10, 11] . Compassion can augment connections between colleagues and contribute to more productive employees [10, 12] . Evidence suggests that working in a compassionate culture can foster innovation and psychological safety [7] . Conversely, if people feel that psychosocial safety is lacking in an organisation they can "become self-obsessed, distracted, angry and punitive" [13] .
Research by Dutton et al. [14] suggested that organisations do not become compassionate simply by hiring caring people. Instead, a facilitating social architecture is required, "that allows for the emergence of dynamics that generate and coordinate key resources, such as empathetic concern, attention, legitimacy, and trust." This relates to social norms, said to be "among the least visible and most powerful forms of social control over human action" [15] . In regards to social norms, leaders can set the tone that it is important to notice and respond to suffering expressed in a work situation [12] , helping compassion to become institutionalised within an organisation so it is self-sustaining [16] . As depicted in the title to a book by Worline and Dutton, compassion is "the quiet power that elevates people and organizations" [17] .
Over recent years, compassion within health services has come under the spotlight following publicity surrounding poor episodes of care; in the United Kingdom, this included at Mid Staffordshire Hospital [18] , University Hospitals of Morecombe Bay [19] , and Winterbourne View care home [20] . In the busy reality of wards and surgeries, being cognisant of and feeling empowered to respond to suffering or distress can be difficult, if working in an environment that fails to provide the interpersonal and structural support required for compassion to flourish [21] . This has resulted in international concern and critique being expressed about contemporary healthcare cultures [22] [23] [24] where compassion is a common component of the values publicised by an organisation, yet staff can feel unsupported and under threat (e.g. job insecurity, failing to meet targets, reading negative publicity in the press).
In contrast to practice, little attention has been paid to the role of compassion as part of the processes associated with health services research, a field of investigation that studies "how social factors, financing systems, organizational structures and processes, health technologies, and personal behaviors, affect access to health care, the quality and cost of health care, and ultimately our health and wellbeing" [25] . This is possibly because it is seen as inherent in ethical concepts like beneficence -conducting research that will lead to the better care of others [26] , and nonmaleficence -needing to be sensitive to what could constitute harm to participants [27] . Given that an ultimate goal of most health services research is to alleviate suffering or to improve patients' well-being, compassion could be seen as playing a role in such work. Furthermore, those conducting research with patients and carers who are facing difficulties due to their health situation (financial, psychological, physical, social) need to be supported so they do not encounter compassion fatigue, a state whereby individuals become overwhelmed by the feelings of others [28] . Compassion fatigue is said to affect concentration, increase errors and lead to a sense of incompetency [29] , as people distance themselves or become closed off in order to cope. These two aspects of compassion in health services research -towards study participants and towards researchers -will be considered further in this paper.
A focus on this topic of compassion in the process and execution of research stemmed from the author's broader interest in compassion in healthcare. Whilst undertaking studies in this area, which included a consideration of organisational responsibilities, the role of self-compassion for health professionals, and the position of patients in enabling compassion to flourish in healthcare settings [30, 31] , she reflected on the relevance of what had been written about compassion in healthcare to the research arena. Self-compassion, in particular, was a concept that she felt was important to address because she had found the work of writers like Neff helpful when encountering difficulties associated with the process of research (e.g. worrying about how to respond when hearing difficult stories from patientssee below). A search for relevant articles was undertaken on the following databases -CINAHL, MEDLINE and ASSIA, using the search terms listed in Table 1 ; it highlighted a lack of writing on the topic, prompting the development of this paper.
Compassion within the process of research
Differing drivers underpin health services research compared to direct patient care, despite a unifying endpoint to improve people's circumstances. For example, researchers have metrics to meet in terms of funding success and publications, whilst clinical staff are subject to targets associated with factors such as waiting times and hospital-acquired infection rates. In both circumstances, performance indicators could put researchers and clinical staff at risk of ignoring the individual patient as they pursue more global outputs. We know this has occurred in the world of research from past, perhaps extreme, episodes of uncompassionate practices, whereby deliberate actions of investigators accentuated suffering. An infamous case was the Tuskegee study on syphilis that took place in Alabama USA, from the 1930s to 1970s. African-American men were encouraged to participate with enticements such as free medical care and meals, but they were not informed of the study's purpose, which was to explore the natural history of syphilis. Consequently, although there was no known treatment at the outset of the research, when penicillin became the standard way of managing syphilis, this knowledge was withheld from the study participants. More recently, in the UK in the 1980s and 1990s, it came to light that several hospitals were removing organs and tissues from babies who had died for Table 1 Search terms used to locate relevant writing on the topic • Conduct* OR undertak* OR produc* use in research, without parental permission. As might be expected, this caused considerable distress to parents when they found out. In both cases, utilitarianism may have underpinned decision making, whereby actions are regarded as justified because of a wider goal towards the 'greater good' in terms of a larger number of people benefiting from the research. Hence, utilitarianism relates to utility and asking questions about how actions affect those involved and the wider populace. It can be subdivided into act-utilitarianism, whereby yielding "the greatest level of happiness for the largest number of people is ethically correct" [32] , and rule-utilitarianism, which contends that "a morally right action is simply an action conforming to the correct oral rule to the existing situation" [33] . From this perspective of utilitarianism, delayed compassion could have been proposed in terms of preventing suffering of others in the future through knowledge gained from the research. However, this runs counter to the Declaration of Helsinki [34] , which states the importance of putting individuals' well-being before the progress of science.
In contrast to the relatively high profile cases mentioned above, day-to-day activities undertaken as part of a study may cause conflict between being compassionate and pressures associated with recruitment, data collection and analysis. For example, researchers are expected to be alert to distress exhibited by a study participant and to take appropriate action; this might include stopping data collection to see if the person wishes to continue and providing details of support services. A researcher may become desensitised to expressions of distress after interviewing many people, continuing to gather data despite the individual showing signs of unease (e.g. not making eye contact, self-soothing by rubbing their skin, wrapping arms around their body, wringing their hands). Alternatively, a researcher may overlook reservations expressed by an interviewee describing a situation that would be good for the study's findings. Hence, a series of tensions between expressing compassion and doing what is in the best interests of a study may exist during recruitment and data collection. Furthermore, analysis can involve interpreting or reducing participants' experiences, to provide a more global picture of a topic and to develop results that can be translated into practice. During this process, an individual's personal distress can be framed as problematic if failing to fit within an overall set of data (e.g. outliers).
It should be held in mind that compassion is something often enacted by researchers, which is not necessarily noticed as it becomes entangled with other aspects of the job, such as building rapport, putting participants at ease and treating individuals with dignity and respect. It is not always afforded the same status as more cognitive or technical skills [35] ; even though being compassionate is complicated work [21] , this might not necessarily be appreciated by those designing and managing investigations. One way to guard against this may be to have strong Patient and Public Involvement (PPI) within a project, although evidence is needed to support this notion. For PPI representatives to have an impact they need to be supported, with signs of distress or discomfort associated with this role identified and acted upon. This would not be the case if the principal investigator ignores a PPI representative who is struggling to make a contribution at a research meeting (favouring instead what academic colleagues have to say), leaving this person to feel alienated from the group.
Although the above discussion has outlined potential hazards associated with how research is conducted, participating in a study can be cathartic as individuals recall their experiences and feel empowered by having their voice heard [36] . However, this is not guaranteed, especially if a lack of time and resources mean that the balance tips in favour of getting the job of data collection completed, with participants simply treated as information providers. For a positive outcome to arise, a constructive connection between participant and researcher is required. One way researchers may try to connect with participants is opting to self-disclose, if someone enquiries about their background. It has been suggested that when it feels appropriate, self-disclosure can help with developing a rapport, but this should not draw focus away from the participant's experiences [37] . It links to the idea that it is easier to express compassion towards someone with whom we feel a similarity [38] , and highlights how research can be a joint endeavour between participant and researcher, who come together to advance knowledge of a topic. That said, for researchers, being exposed to emotionally charged interactions during data collection means their own well-being should be considered [39] .
Self-compassion as a tool for researchers
Rager [37] remarked that emotions have been ignored as part of the research process because they are not seen as objective; yet, researchers need to be prepared and equipped to cope with intense feelings that can arise when conducting a study, even if such emotional challenges cannot always be anticipated [35] . Researcher well-being is covered on application forms for ethics approval, but this may be seen as relating to physical risks (e.g. lone-worker policies) rather than emotional safety. Strategies to prevent or mitigate emotional distress that can come from working on a project should be considered at the planning stage [35] because undertaking health services research can lead to a plethora of emotional responses, from "uncomfortable to traumatic" [35] . For example, researchers may feel guilt/disquiet that they do not have a life limiting disease, or sorrow/anger at what a patient has had to endure, including poor encounters of health care. Researchers may undergo a strong emotional response when identifying closely with a participant's situation (e.g. if they have had the same condition, or are caring for someone with a similar illness) [40] . They can feel voyeuristic or prying during data collection, or may fear that they will not be liked or rejected by a participant [41] . Furthermore, analysis can involve in-depth engagement with stories of distress and suffering.
In light of the range of emotions that can emerge when conducting a study, compassionate principal investigators are required to prevent staff from feeling overwhelmed; failure to do so may lead to compassion fatigue, whereby being alongside patients as they recount their experiences is replaced by a sense of helplessness, isolation and numbness [39] . Researchers without a clinical background, new to the pain and challenges associated with health conditions, including issues to do with death and loss, may need supporting in this respect. However, just because a researcher has a clinical background should not mean someone is left to manage alone powerful emotions that arise when working on a study. In addition, a principal investigator should not assume a researcher is coping just because this individual does not state they are struggling. To avoid this, Pickett and colleagues [39] used debriefing; everyone working on their study came together to identify, share and manage intense responses to interviewees' stories of surviving a residential fire. Staff believed this stopped them from being besieged by difficult feelings and enabled them to continue hearing people's experiences of loss and despair. This relates to Hubbard et al.'s [35] suggestion that the burden of conducting fieldwork should be shared by a team and emotions associated with this not regarded as an individual responsibility. Alongside debriefing, Rager [37] proposed that journal writing, relaxation techniques and talking to friends and family members could be helpful. Hubbard and colleagues [35] wrote about "emotionally-sensed knowledge", which calls for researchers to reflect on issues such as "why is what the respondent saying making me angry? Why is the respondent not upset about their current situation? What does this tell me about how the respondent makes sense of his or her life?" One approach to addressing researcher well-being is to cultivate self-compassion, a phenomenon, as noted above, associated with three key components [42] : self-kindness ("extending…understanding to oneself rather than harsh self-criticism and judgment"), common humanity ("seeing one's experiences as part of the larger human experience rather than as separating and isolating") and mindful acceptance ("holding one's painful thoughts and feelings in balanced awareness rather than over-identifying with them"). Self-compassion can help individuals feel less alone in their experience of distress [1] and represents a "positive self-attitude that should protect against the negative consequences of self-judgment, isolation and rumination" [43] . This may be important so researchers can remain open to the accounts of others, rather than being self-critical if believing they have not developed a connection with a study participant or for failing to follow-up on a specific question. Similarly, self-compassion may help researchers to contend with responses or comments from a study participant at odds with their own values. This was something written about by Throsby and Evans [44] who came to their research from a fat-activist stance. They documented the dilemma of whether to challenge negative attitudes or behaviours towards people who would be labelled as obese, recalling a sense of "collusion by default" when not doing so [44] . A self-compassionate stance to this dilemma would be a mindful acceptance that this is what happened at that specific moment and their response was human and understandable given the circumstances.
Self-compassion could also prove helpful in enabling researchers to be resilient to the setbacks associated with academia (e.g. having papers or funding bids rejected). Universities have been depicted as sites of sorrow and pain, in part because people can feel isolated in their work [10] . Gallos [45] went as far as to depict academic settings as "toxic trenches" due to turnover, reorganisation, budget cuts and job insecurity. Consequently, it is argued that policies and practices should be in place that emphasise the human side of academic organisations [6, 16, 45] . Compassion towards self and others could form part of such endeavours.
Practical implications
Those leading on a study should consider the well-being of researchers involved in data collection and analysis, to ensure they are not overwhelmed by these processes. Being proactive, rather than responding to events that occur is important, because researchers may need to feel permitted to raise such difficulties. Hence, regular debriefing, as referred to above, may be helpful in this respect. Furthermore, introducing researchers to the notion and principles associated with self-compassion and how to cultivate this offers another way to support these individuals in their work-role. This may help to ensure they are open to distress expressed by research participants, enabling them to respond by noticing and then acting to alleviate it. In this respect, questions for research teams to contemplate include:
How do we address distress and suffering that may be exhibited by research participants? How do we ensure that researchers do not overlook this in the drive to collect and analyse data to a deadline?
How do we attend to and seek to uphold the emotional well-being of researchers involved in data collection and analysis?
Conclusions
The principle of compassion (towards self as well as others) is an area to consider during the conduct and production of health services research. In part this relates to the need to be attentive to suffering and distress that can transpire when participating in research, and ensuring that alleviating this is a priority, above the demands of study completion. Furthermore, it is important to address the emotional impact of data collection and analysis on researchers, who must be seen as human beings at risk of vicarious suffering when working with patients, if there is a lack of adequate organisational support. Hence, safeguards are required to protect researchers' well-being, enabling them to continue to perform optimally in their role. Cultivating self-compassion could form part of such work. Likewise, developing compassionate cultures in academic settings might prove helpful. 
